Initial ultrasound assessment to confirm the prenatal diagnosis was usually performed by the referring hospital. After referral an intravenous urogram was performed in all cases and further investigations were determined by the results of these preliminary studies.
Anomalies of the fetal urinary tract are particularly amenable to diagnosis by ultrasound examination in utero, partly because hydronephrotic and cystic lesions are readily detected by this imaging technique and also because the oligohydramnios resulting from severe fetal renal dysplasia or obstruction is itself a specific indication for maternal ultrasound scanning.' As routine scanning of all pregnancies is becoming increasingly widespread, the number of these anomalies diagnosed prenatally will increase further. This diagnostic expertise has several implications for urological practice, and raises a number of therapeutic questions to which there are not always clear answers. These may be illustrated from our own experience.
Patients and methods
Between September 1979 and the end of 1983, 32 babies with a prenatal diagnosis of a urinary tract anomaly were referred to our unit. The number of these referrals has increased from four at the end of 1981 cal abnormality, and were free of urinary tract infection. Three infants with posterior urethral valves had obviously enlarged bladders and kidneys at birth. The affected kidney was palpable in a further seven infants with supravesical lesions (five with pelviureteric junction obstruction and two with multicystic kidneys). Two babies had other congenital anomalies-the first had an orthotopic ureterocele and a tracheo-oesophageal fistula, the second is described below. These other anomalies were not detected prenatally.
Outcome. There were three deaths in the series. Two infants with posterior urethral valves died from renal failure. The first (described above) was born prematurely at 32 weeks' gestation after an interventional manoeuvre and died at 4 days of age. The from drainage, in practice, the hazards of intervention outweigh any possible advantage. Those babies born without undergoing any intervention (all except one in this series) may be considered in two categories. Firstly, the minority born with symptoms and signs of urinary tract disease. In the past these infants would ideally have been diagnosed soon after birth and treated appropriately. In practice detection was sometimes delayed for weeks or months, perhaps with adverse effects on renal function. In these cases prenatal ultrasound assessment is of definite benefit. In the second group-infants born without symptoms or signs of their anomaly-the benefits are less clearly defined. Many of the anomalies detected are comparatively minor and the natural history of these conditions is largely unknown. Extrapolation from experience with older children5 and adults indicates that the progress of pelviureteric junction obstruction or primary (obstructed) megaureter, for example, is often slow or even static, but this cannot be guaranteed. Nor is it possible to identify those at risk of sudden deterioration, although ultrasound does now enable regular, non-invasive monitoring of these lesions. It is not certain either how much can be expected of early surgical intervention. Neonatal pyeloplasty, for instance, gives good results5 but mainly in infants with gross degrees of hydronephrosis clearly requiring operation. Whether the effects of surgical treatment in kidneys with lesser degrees of obstruction will be so satisfactory remains to be seen. It is worth mentioning that not all dilated urinary tracts are necessarily obstructed and that surgical intervention is usually inadvisable. There are published reports of spontaneous resolution of hydronephrosis in neonates.6
Where there is any doubt, further investigation by diuresis renography or pressure-perfusion studies should be performed.7 8Megacalicosis is an example of a dilated but non-obstructed upper urinary tract and is essentially a benign condition thought to represent 'burnt-out obstruction' that does not require active management.9 The role of surgery in the treatment of the multicystic or dysplastic kidney is an unresolved issue.'0 In two of four such infants in this series the affected kidney was impalpable and only one of these had a nephrectomy (the other died as a neonate from gross cardiac anomalies). Prenatal detection is probably of benefit if for no other reason than that of the increased incidence of contralateral lesions. "l Bearing these considerations in mind, an attempt has been made in Table 3 to summarise the benefits of prenatal ultrasound in this series of patients. Taken overall, it was thought to be of advantage in most and detrimental to none. Whether in the long term the development of this technique will alleviate the burden of chronic renal failure is impossible to predict. Extravagant claims are unwise until experience is considerably increased and meanwhile assessment in specialist centres is to be encouraged so that guidelines for the future management of these infants may be formulated. 
